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Better Healthcare Achievable by
Collaboration Between TWo Medical
Schools ofThought
Adriene Michelle I-ai
University of Missouri - St. Louis
Abstract: There are two different medical schools of thought recognized by the
United States: 1) the main-stream, allopathic (M.D.) school of thought, and 2) the
osteopathic (D.O.) school of thought. A bias, rurfortunately, exists between the two
medical philosophies. Many in the medical community, and the general public, perceive
individuals with an M.D. degree to be higher in prestige than those with D.O. degrees.
In order to combat this preconceived notion between M.D.s and D.O.s, both medical
communities have recently announced their transition to a unified graduate medical
education (GME) accreditation system, in order to ensure that all medical students,
regardless of what medical school background, will be responsible and held to the same
standards across the board.
While this change is beneficial, I contend that more can be done to eliminate the
prejudice between both medical schools of thought while improving healthcare services.
I propose in this paper the potential benefit of combining the services of both a M.D. and
D.O. professional in the same medical setting. This partnership could possibly assist the
involvement of empathy in medical settings. Arecent implosion of research has emerged
in the past couple years about this concept that medicine combined with empathy and
compassionate interactions can be beneficial to patient diagnosis and treatment. The
public stigma, currently, is that doctors are neutral and passive toward their patients
rather than empathetic and active in their approach and interactions. However, while
medical students are taught to be empathetic, research has shown that some individuals
are more empathy-inclined than others after medical school training. This perhaps can be
caused by the fact that both philosophies educate about empathy differently and that both
philosophies attract two different types of student personalities.
Therefore, this paper will address three key ideas using current research and
statistics: 1) a background on the two philosophies of medical education, 2) the definition
and benefits of empathy in the medical field, and 3) the possibility of having both main-
stream and osteopathic perspectives of medicine integrated in all sub-specialties of
healthcare to improve practitioner-patient relations and improve physician mental and
physical health.
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Background
Osteopathic medicine is an increasingly prominent approach in medical education.
This approach involves the physician working alongside the patient to consider the impact
that lifestyle and community have on one's health. Upon graduation and certification by
the American Osteopathic Association (AOA), these medical students taught osteopathic
medicine will become, accordingly, Doctors of Osteopathic Medicine, aka D.O.s, in the
public healthcare system. Most medical students however matriculate into the main-
stream, allopathic perspective of medicine; a biologically-based approach that focuses
on body dysfunctions as the sole cause of diseases. They, upon certification by the
Association ofAmerican Medical Colleges (AAMC), will be physicians most commonly
referred to as M.D.s.
Medicine, as a science and a practice, has had centuries of history invested into it.
Western medicine was thought to be founded by Hippocrates, a Greek physician during the
Age of Pericles in Classic Greece (Grammaticos & Diamantis, 2008). His contributions
to medicine included creating the Hippocratic School of Medicine, the Hippocratic Oath,
and the development of clinical medicine (the art and science of diagnosing and treating
diseases). His work helped separate medicine as a profession from that of philosophy
and theurgy (Garrison, 1966),In the 16th century the Swiss German philosopher and
physician Paracelsus was the flrst to note that some diseases are rooted in psychological
conditions ("Paracelsus", n.d.). He was also the first to utilize natural observation rather
than ancient texts forhis empirical research (Borzelleca,2000). It was not until the turn of
the 19th century did modern medicine become popular, breaking away from the religious
orthodoxy to focus on science and natural observation which helped rapidly advance
patient care and disease treatment (Fissell, 1991). With its rise in popularity, the AAMC
was established in 1876 ("AAMC History", n.d.). However, it was less than 30 years
later, when Dr. Andrew Taylor Still broke away from mainstream allopathic medicine
after losing faith in the system; due to the loss of his three children to spinal meningitis,
his wife to childbirth complications, and his second wife's daughter to pneumonia. Dr.
Still founded the first osteopathic school in 1892 at Kirksville, MO and focused more
on the patient as a whole rather than just a list of symptoms ("About A.T.", n.d.). The
AACOM was founded in 1898 with the philosophy of serving those interested in the
ways of osteopathic medicine ("AboutAACOM", n.d.).
In 2014, 49,480 individuals matriculated into a M.D. school whereas only 6,562
individuals matriculated into a D.O. school. Data from the AAMC and AACOM has
shown that over the years, those who apply to M.D. schools are typically the "higher
tier" pre-med students. In 2014, on a scale of 0 to 45, the average MCAT score for
students applying to M.D. schools was 28.6 (SD+5.5) while those matriculating into
M.D. schools had an average of 31.4 (SD+3.9). The average GPA for M.D. applicants
was 3.55 (SD+0.34), and students matriculating into M.D. schools had an average of 3.69
(SD+0.25) (Table 1). On the other hand, those pursuing a D.O. school will typically be the
"lower tier" pre-med students as they have lower MCAI scores and GPAs compared to
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M.D. students. In20l4, the average MCAI score for students applying to a D.O. schools
were 26.3 (SD+4.2) while students matriculating had an average of 27.2 (SD+0.31). The
average GPA for D.O. applicants was 3.46 (SD+0.31), and the average undergraduate
GPA for D.O. matriculants was 3.51 (SD+0.3) (Table 2 and 3). These patterns of "higher
tier" and "lower tier" students have been consistent throughout the years.
The curriculum established for M.D. schools (there may be some discrepancies
per school) are generally 4yeat programs containing 2years of preclinical studies and 2
years of clinical rotations which upon flnishing, students receive a degree. After medical
school, 3-8 years of specialty training/residency training is dedicated to receiving a
license to practice. The overall philosophy and mission statement of the AAMC and
M.D. schools is "to lead the academic medicine communit5r and to improve the health
of all" ("AAMC History", n.d.). D.O. schools on the other hand, share a very similar
curriculum to that of M.D. schools. However, during their 4 years of medical school,
students are required to take an additional 200+ hours learning osteopathic manipulative
techniques, also known as osteopathic manipulative training (OMI\OOMT), to diagnose
and treat patients. Many of the additional courses that D.O. students have to take involve
understanding how to manipulate the musculoskeletal system. In addition, courses
within osteopathic institutions focus on the idea that "structure influence function"
("What is Osteopathic", n.d.; Brigham Young University, 2015). The AACOM's overall
philosophy is to emphasize "primary care and serve medically under-served communities
[while providing] communication with people from diverse backgrounds and practice
[communicating] skills in the classroom" ("About AACOM", n.d.). Yet within the
institutions, they also hold four Osteopathic Tenets throughout their curriculum and train
their students to uphold these ideals:
1 The human being is a dynamic unit of function.
2. The body possesses self-regulatory mechanisms that are self-healing in
nature.
3. Structure and function are interrelated at all levels.
4. Rational treatment is based on these principles (Demosthenes, 2014).
These differences between both schools of thought, while minute, in a larger scale
can become very important factors in the types of doctors being pumped out of each
institution.
Recently both medical communities announced their transition to a unified
graduate medical education (GME) accreditation system. In layman's terms, both M.D.s
and D.O.s will have the same, uniform standard for continuing education, or residency
programs, after their time in medical school, in order to "ensure that the evaluation of
and accountability for the competency of all resident physicians-M.D.s and D.O.s-
will be consistent across all program." Prior to this, both schools of thought had their
own associations (one for M.D. and one for D.O.) where they would provide continuing
education for each of their individual philosophies. Albeit this transition will be a slow
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process and will take the course of the next five years until approximately 2020 (Porter,
2015). In spite of these efforts, when analyzing data of where students choose to pursue
their residency programs, the top three residency programs for D.O. students in 2014
are Internal Medicine, Family Medicine, and Anesthesiology. M.D. students were more
inclined to programs like: Internal Medicine, Surgery Family Medicine, Pediatrics,
and Emergency Medicine (Table 4). Seeing that there is a 33,000 difference between
the number of M.D. and D.O. students in medical schools, there will be a substantial
difference between the numbers of students in each medical specialty (Figure 1). These
patterns happen repeatedly throughout the years. In 2014, there are a large percentage
of M.D. students, compared to D.O. students, who pursue more surgical specialties
such as orthopedic surgery plastic surgery neurological surgery or to specialties such
as dermatology, otolaryngology, radiology, and radiation oncology. For D.O.s students
in 2014, there are high percentages of them pursuing residencies in specialties like
emergency medicine, family medicine, OB/GYN, physical medicine, and psychiatry
(Figure 2). Thus even with this unification, there may not be a chance of seeing D.O.s
branching out to different specialties from family medicine and primary care professions
because of their prior institutional background. In addition, M.D. students typically have
a higher average income than D.O.s due to difference in specializations. This imbalance
seems to be an accepted norm within the medical communities and the general society.
While there have been no direct studies indicating the exact benefits of having
more osteopathic doctors in specialties outside of family medicine and primary care, past
studies have shown that medicine with compassionate, but detached, interactions can be
beneficial to patient diagnosis (Hojat, Louis, Maxwell, Markham, Wender, & Gonnella,
2011a), and that empathy could potentially lead to both better health-care for patients
and for the physicians (Klein, 2014; Rakel, Hoeft, Barrett, Chewning, Craig, & Niu,
2009). With the current literature and the unified GME, I propose this idea of truIy
integrating both schools of thought into the healthcare services. My hypothesis is that
incorporating holistic approaches into all types of medical specialties can optimize the
patient's experience and treatment with the physician. After all, the goal of medicine
and healthcare should be to improve health in the overall community and promote
awareness and prevention to the general public. One possible future direction for medical
professionals is to have both M.D. and D.O. doctors present in diagnosing patients to
increase positive relationships with patients, decrease chances of a misdiagnosis, and
alleviate career-related stress.
Method of Analysis
Method
The purpose of this analysis is to bring together information from different
academic disciplines to demonstrate several key points. Firstly, I utilized past studies from
researchers like Hojat, Fine, and Kliszczto compare how empathy levels differ among
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the two medical schools of thought and how this difference could potentially affect the
relationship with patients after medical school. I also examine the effects of empathy on
recovery and empathy's effects on patient-physician relationships from works like Cohen
and Rakel to indicate the potential use of integrating M.D.s and D.O.s evenly among
specialties to increase the efficiency and patient experience with the doctor. Furthermore,
I discuss the different stressors that physicians face on a chronic basis that could be
alleviated by the integration of M.D.s and D.O.s in a particular specialty or other future
directions.
Operational Definitions
For this paper, I will use the same definitions as defined by past researchers to
maintain consistency in my analysis. Empathy and sympathy have commonly been
used interchangeably as they both involve connecting with another person in some
manner. However, sympathy is "the sharing [of] emotions" whereas empathy is the
"sharing [of an] understanding" (Hojat, Gonnella, Nasca, Mangione, Vergare, & Magee,
2002c; Nightingale, Yarnold, & Greenberg, 1991). Thus, empathy will be defined as
understanding another person's suffering while maintaining detachment from the medical
situation. Sympathy will be defined as feeling emotion for another's suffering or pain.
Compassion is then one step further past empathy, as it is when one has an internal desire
to act on that emotional understanding. One of way to approach the concept of empathy in
the medical field is to view it as a "compassionate detachment": where the physician has
an "empathetic concem for the patient while keeping sympathy at a reasonable distance
to maintain an emotional balance" (Hojat et al., 2002c). This separation is important
to distinguish as an excess of sympathy can compromise the neutral clinical practices
necessary for a proper diagnosis. Sympathy, empathy, and compassion all have different
effects in patient-care situations (Blumgart, 1964; Hojat et al., Z}l2c;Nightingale et al.,
l99l; Schriefer, 2007; Wispe, 1986).
Measurements & Tbsts
The Jefferson Scale of Empathy (JSE) is a 20-item questionnaire and is the most
commonly used test for measuring empathy in a variety of focus of groups (Hojat,
Mangione, Nasca, Cohen, Gonnella, Erdmann, & Veloski,200I; Hojat, Gonnella, Nasca,
Mangione, veloski, Magee, 2002b; Klisczcz, Nowicka-Sauer, Trzeciak, Nowak, &
Sadowska,2006).It is a scale that analyzes the cognitive process of understanding "the
patient's pain, suffering, and perspective" combined with the capability to "communicate
this understanding and the intention to help" (Thomas Jefferson University, n.d.). There
are currently three versions of this scale: the JSE Medical Students (S-version), the JSE
Health Professions (HP-version), and the Health Professions students (HPS-version).
The Jefferson Scale of Overall Patient Satisfactionwith Primary Care Physicians is
a lO-item scale and is the most common measure for the interaction between primary care
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physicians (PCP) and patients in the eyes of the patient. (Thomas Jefferson University,
n.d.). Other variations include the Jefferson Scale of Patientb Perceptions of Physician
Empathy (JSPPPE), a S-item questionnaire (Kane, Gotto, Mangione, West, & Hojat,
2007; McTighe, 2014) and the Physician-Patient Relationship Inventory (PPRI), a14-
item questionnaire (Zachariae, Pedersen, Jensen, Ehrnrooth, Rossen, & von der Maase,
2002).
Analysis of the Problems and Discussion
Part I - Benefits of Empathy in Patient Care
Multiple studies have demonstrated that patients who have more empathetic
physicians and patients who have lower levels of psychological stress will recover faster
than those who with non-empathetic physicians and higher levels of psychological stress.
It is important to keep in mind however that these factors are independent of each other.
Rate of infection increases with higher levels of psychological stress (Cohen, Tyrell, &
Smith, 1991) with or without an empathetic physician. While health conditions such as
the common cold are shorter in duration and tend to be less severe in symptomatology
when helped by an empathetic physician, despite a patient characterized as stressed or
not (Rakel et a1., 2009). Both studies analyzed the effects of the common cold to some
variable, either stress or empathy, and I predict that these improvements in duration
and symptomatology would only improve more with an empathetic physician and less
psychological stress. Psychological stress can occur due to a variety of factors (school,
work, family, internal concems, etc.) but having an empathetic physician could potentially
be a factor for increasing or decreasing psychological stress within a patient.
Practitioner-patient interactions have been discussed in a multitude of healthcare
literature (Beach, Inui, & the Relationship-Centered Care Research Network, 2006;
Borrell-Carrio, Suchman, & Epstein, 2004; Covington, 2003; McGovern Center, n.d.;
Rakel et al., 2009). Across the board, researchers adamantly suggest the growing medical
field must evolve with the ever-changing community. From the Pew-Fetzer Task Force
onAdvancing Psychosocial Health Education (Beach et al., 2006) to the Biopsychosocial
Model (Borrell-Carrio et a1.,2004), researchers have proposed various methods to bridge
the gap between the public and the healthcare provider, and provide a better experience
between the physician and the patient. Prior studies have indicated that physicians who
displayed more levels of empathy (e.g. letting patients ask questions, active listening)
were signiflcantly more likely to develop a better patient relationship, and have patients
who were more inclined to follow physician orders than physicians who did not display
empathy (Davis; 1966; Del Canale, Louis, Maio, Want, Rossi, Hojat, & Gonnella,2012;
Fallowfield, 1992; Korsch, 1998; Larson, Lynch, Tarver, Mitchell, Frosch, & Solomon;
2015; Spiro, Curnen, Peschel, & St. James, 1993;Zachariae et a1.,2003). In 2011 one
study found significant correlations with scores on the Jefferson Scale of Empathy (JSE)
and a willingness to recommend the physician to family and friends. "The findings of
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the link between patients' satisfaction and their perceptions of physicians' empathic
engagement support... the perception that physician empathic engagement can have a
positive effect on patient satisfaction" (Hojat et al., 201la). Even across cultures, patients
with different ethnic, social backgrounds exhibited similar trends as previous research.
The study validated the concept that patients who perceived physicians as empathetic had
significantly higher patient satisfaction and compliance because of "mediating factors of
information exchange, perceived expertise, inter-personal trust, and partnership" (Kim,
Kaplowitz, & Johnston, 2004).
Research has not always been consistent about the direct biological benefits of
emotional and cognitive care, but "one consistent finding has been that physicians who
adopt a wartn, friendly, and reassuring manner are more effective than those who keep
consultations formal and do not offer reassurance" (Di Blasi, Harkness, Ernst, Georgiou,
& Kleijnen, 2001). Empathy is a crucial part of developing a therapeutic relationship and
several studies in psychiatry have linked empathy and therapeutic relations to improving
outcomes from both psychological and pharmacological interventions (Horvath &
Symonds, l99l; Krupnick, sotsky, simmens, Moyer, Elkin, & watkins, 1996; Mercer
& Reynolds, 2002). Furthermore, current research has shown that there is a benefit in
empathy as far as effecting the duration and severity of a variety of health problems.
Mentionedbefore, the common cold's severity and durationwere significantly affectedby
patients'perception of having an empathetic physician. The use of nasal wash measured
immrure cytokine IL-8, and the increase of these cytokines represented how healthy one
was getting from the cold. Physicians who had "perfect seores" on the Consultation and
Relational Empathy (CARE) questionnaire from the patient correlated with a larger
increase in IL-8 levels thus improving their health at a much rapid rate (Rakel et al.,
2009). Positive biological effects have also been seen in diabetic patients. Diabetics who
had more empathetic physicians were "more likely to have good control" of hemoglobin
A1c and LDL-C (Hojat, Markham, wendeq Rabinowitz, & Gonnella, 2011b).
More devastating health problems such as HIV mediation and cancer recovery
have shown to be effected by patients'perception of their physician. In research on lung
cancer, doctors "offered empathic responses [to patients] only l\Yo of the time, which
compares poorly with previous studies in the literature showing doctors acknowledged
25-30% of such opportunities" (Morse, Edwardsen, & Gordon, 2008). The amount of
times a physician responds empathetically is low even when they know their patient is
battling a deadly disease, which could lead to patient dissatisfaction. In cancer patients,
dissatisfaction "can lead to low rurderstanding and recall of information, poor compliance,
lengthier recovery periods, and increased complication rates (Fallowfield, 1992). In one
study, when cancer patients perceived themselves as having a more empathetic physician,
they had greater satisfaction and lower levels ofdistress. Empathetic doctors also resulted
in higher reports of "greater efficacy with respect to [a patient's] capability to cope with
the disease and its treatment," were better adjusted and experienced a greater quatity of
life (Zachariae et al., 2003). When it comes to HIV, physicians frequently are unable to
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properly communicate their patient's HIV risk status (Epstein, Morse, Frankel, Frarey,
Anderson, & Beckman, 1998). When a physician was able to address the issues and
handle the awkward moments, they were viewed with more satisfaction by their patients.
In fact, a study in 2000 indicated that patients were more comfortable "discussing
personal issues with their physicians" whom they perceived to be more empathetic and
were more knowledgeable about HIV (Sutlivan, Stein, Savetsky, & Samet, 2000). The
ability to be able to communicate more effectively between the physician and the patient
helps the doctor create a better assessment and plan for treatment. Later in this review and
analysis, we will see that this communication can improve misdiagnosis from physicians
and decrease prolong treatment plans.
In the progression of medical training, students forget that the patients they are
treating are indeed human and are not just biologically functioning organism. We as
humans are nafurally more complex than that: we have emotions, perceptions, and
behaviors that are shaped from our environment as they are shaped from our genetics.
Because of this, it is important to minimize error by adapting to the variability of each
patient's life and medical history. One visit the patient is in a happy mood, the next
they are anxious or they are frustrated, and so by being able to align one's self with
the patients' emotions, physicians are then able to better the patient's experience in the
doctor's office and will result in a positive experience for patients that they are more
likely to return for future health-related needs. Future health-related needs can vary from
a patient returning with another health problem or a patient with a child or loved one in
need of healthcare services. In other studies, it was shown that patients expect a certain
type of conduct from their physicians (Korsch, 1998; Larson et a1.,2015). Researchers
in one study tried to qualitatively analyze caregivers'expectations for pediatricians with
regard to behavioral health care. "More than 50% of caregivers expected that the PCP
(primary care provider) play a role in behavioral health care for their child. This flnding
suggests that there might be an opportunity to educate caregivers and parents about the
potential role a PCP could have in a child or adolescent's behavioral health" (Larson,
2015). While medical school teaches the techniques of being a skilled physician, it may
not be effectively teaching students to be empathetic physicians.
Part II - Empathy Levels of Students in Medical School
Research has shown that a significant number of allopathic students experience
a decrease in empathy during their third year of medical school. M.D. students
consistently had higher levels of empathy during the pre-clinical years than the clinical
years of medical school (Chen, Lew, Hershman, & Orlander, 2007; Hojat, Vergare,
Maxwell, Brainard, Herrine, Isenberg, Veloski, & Gonnella, 2009). However, in D.O.
students, there lacks a consensus as to whether they experience that same decrease in
empathy. Some studies report that unlike the allopathic students, osteopathic students
did not demonstrate significantly decreasing empathy levels with each year of schooling.
Results indicated that during the flrst two years of medical school, M.D. and D.O.
Aonrsb{n MrcnprrE Ler 63
students experienced an increase in empathy, but only D.O. students continue to increase
in empathy (Calabrese, Bianco, Mann, Massello, & Hojat, 2}L3;Kimmelman, Giacobbe,
Faden, Kumar, Pinckney, & Steer, 2012). Kimmelman also suggests that D.O. students
have a tendency to underestimate their own empathetic abilities as they have a tendency
to score lower than M.D. students on the JSE-S during the first years of medical school
(2012). On the other hand, other studies suggest that osteopathic students do experience
a decrease in empathy like their allopathic counterparts (Caruso & Bernstein, 2014;
McTighe, 2014). McTighe also observed that D.O. students were overconfident in their
empathetic skills during their first year of medical school compared to Kimmelman's
study. The data indicated that D.O. students rated themselves highly on the JSE-S in
their first year of medical school but received lower scores on the JSPPPE compared to
their second and third year of medical school (McTighe,2014). These inconsistencies, I
postulate, in D.O. results could be a result of smaller population sizes of data and/or the
minor curriculum differences as previously discussed.
Differences in empathy levels are not solely caused by curriculum differences, but
also from socio-cultural standards and traditions. Empathy can be viewed as a sign of
weakness in male-dominant cultures. In one study, it was seen that "the empathy scores
of Chinese physicians ranged from 7l to 139... which is lowerthan that reported" of
American and Italian physicians (Di Lillo, Cicchetti, Scalzo, Taroni, & Hojat, 2009;
Hojat et al., 2009; Wen, Ma, Honghe, Xian, 2013). However, healthcare as mentioned
before needs to evolve with the growing community that it seryes. Thus medical students,
no matter what social or cultural group of patients they are required to see as part of their
profession, will need to be prepared for type of empathetic care necessary to create strong
practitioner-patient relationships. The challenge then becomes finding a way to educate
medical students on how to handle different situations with empathy effectively. Medical
students are so used to scientific lectures that support the deeply instilled philosophy
that views patients as "their disease." The current medical curriculum does not touch on
topics like effective communication or proper handling of confrontation and consultation
between the practitioner and the patient. In a study by Roseman and Rana, results of the
questionnaire from the medical students indicated a lack of identifiable cultural statistics
and the purposeful lack of discussion of any integrative or complementary medicine
treatments. This creates troubles with communication, an important aspect to creating
a strong practitioner-patient relationship. "However, [the researchers] were pleased to
read the humanistic themes identified by most participants relating to the importance of
[empathy]. It is odd that the medical students could identi$r [empathy] as an important
factor in the practice of medicine, but could not recognize its importance enough to
identiff it when needed" (Roseman & Rana, 2015). Generally, individuals are good at
making decisions on how to communicate with someone on an emotional level.
Ideally, people cannavigate inter-personal interactions andrecognize inwhich
situations they need more information. Perhaps students matriculate into
medical school understanding that physicians should express metacognitive
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effort when interacting with patients, but extemal factors during their time
in medical school cause them to express less metacognitive effort when they
begin seeing patients in their clinical years... [n the clinical years, their
professional identity may be more salient and may influence their response
pattems (Dekhtyar, Dunham, O'Brien, Quirk, Schwartz & Stansfield, 2015).
Considering that physicians are tasked to perform metacognitive assessments of
emotional knowledge every single day, it can eventually become draining. In addition, the
types of people that doctors meet are not the types of people that the average individual
will encounter in their lifetime. Physicians and any healthcare provider will encounter
more anxious, ill (physically and/or mentally), and desperate individuals searching for
help. As a result, it is then important to have medical students be prepared to handle these
situations in order to provide the best kind of care patients need.
In a2015 study, after second year students watched a presentation and conducted a
survey, results indicated that there was an:
[Overall] consensus that 'nothing'was missing from presentation and only
l6Yo indicated that there needed to be a more humanistic approach to the
presentation. Their comments included the omission of the 'mental toll ofthe
diagnosis,'and the beliefthat the presentation was only 'diagnostically based.'
Another student indicated that there was a lack of inclusion of both patient
and family members as well. Overwhelmingly, the participants concluded
that chemotherapy and radiation were the only treatment plans discussed,
however, not one of the participants identified any type of integrative/
complementary treatment plan missing from the medical protocols presented
during the role of technology in breast cancer lecture. Finally, although, few
participants identified the importance of compassion in the patient/physician
encounter, none ofthem were aware ofthe purposeful removal of any form of
'compassion'from the presentation or identified this omission as problematic
(Roseman & Rana,20l5).
Medical students alone can only make a limited amount of intuitive assumptions
about patient communication and consultation. Guidance is necessary from faculty
and advisers to provide the tools needed for students to communicate effectively with
patients. It is naiVe to assume that all students will instantaneously become strong
communicators. Yet with the professional support and guidance from medical school
faculty, medical students could potentially learn to apply empathy safely in practice in
order to help with patient's diagnosis, without feeling vulnerable to patients' emotions.
Even if a physician merely helps guide a patient toward a medical decision, the physician
will be viewed as more empathetic (Hans, Dube, & Wasserman,2015). Small actions
and nonverbal behaviors can be easily taught and help improve practitioner-patient
relationships in tremendous ways. Fine and Therrien performed a study to test a new
course model training students how to utilize interpersonal skills to empathically respond
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to patients. Their examination resulted in clear indications that "students involved a
systematically planned interpersonal skill training program were significantly abler to
respond empathically to patients than students in a control group exposed only to the
regular curriculum" (Fine & Themien,1977).
The ideal course would focus on determining what is considered to be "helpful" or
"harmful" responses in practitioner-patient discussions, and teach sfudents how to focus
on the individual as more thanjust a disease. Moreover, it is important that these sessions
teach the importance and needed use of affective behavior as there is a high correlation
between strong affective behavior and stronger practitioner-patient relationships
(Bensing, 1991). Following these studies, Novack assessed medical educational practices
and reviewed problems in the teaching of medical interviewing and interpersonal skills
(1993). Of the 100+ medical programs in the United States, respondents indicated some
advances from a similar survey in 1977 . "Virtually all medical schools now offer teaching
in medical interviewing and interpersonal skills. More [faculties] from a greater variety
of disciplines are involved in this teaching." Most programs utilize role-playing, mock
interviews, and student feedback while addressing students'personal growth through
discussion groups (Novack, Gretchen, Drossman, Lipkin Jr., 1993). Nonetheless some
problems are still present with the designed system. The biggest being there is still a
"great variation in the quality and intensity of course offered in US medical schools."
More than 50% of these programs lack student evaluation in their course design, and
some programs ultimately lack the core educational principles in their courses (i.e.
forgetting to incorporate the idea of why empathy is important versus teaching solely
what is right or wrong to say, maintaining the stigma of viewing a patient as only a
disease). Barriers not only exist in teaching empathy and interpersonal skills, but also in
incorporating ethic education in the medical school curriculum (Saltzburg ,2014). While
there have been momentous changes in the medical school curriculum in the last 40
years, there are still some flaws in the design, particularly in the lack of forming a single,
uniform course available for all students to take in U.S. medical schools. Nonetheless,
it is important to realize that while it is difficult to change the educational system as a
whole, it is the individual institutions that can ultimately affect the students'educational
growth into a physician and healthcare provider. What is more plausible then, is to not
necessarily change the system as a whole but rather harness the strengths of each school's
long standing educational philosophies to create courses that are better adapted by the
faculty, and involve more student evaluations and feedback to increase the chances of
these courses being beneficial for the students.
Part III - Reasons for Student Empathy Decreasing During Medical School Training
Although interpersonal skills training and communication skills are important in
enhancing empathetic conversations, understanding the reasons behind the decrease in
empathy during medical school can ultimately benefit medical schools in the long-run.
There are several different hypotheses as to why a change of empathy occurs. The most
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widely-accepted reasons are: emotional distress and coping, biological coping responses,
and burn-out.
While it is important to take care of the patients'health, the physician's physical
and mental health is also just as vital in providing good healthcare services. A physician
that suffers from emotional distress from each patient visitation will experience
different ways of coping with their emotional troubles and patient vulnerability. Patient
vulnerability is this idea that physicians and other healthcare providers, begin to over
identifu themselves with the patients that they are attending to. One of the largest
problems of teaching empathy is determining how to be empathetic while remaining
detached. This is to prevent becoming too involved into the patient's life to where it
inevitably becomes personal. Below is an excerpt from Werner and Korsch's work about
a physician's retrospective thoughts about his time as an intern:
I believe that I could have been a beffer... young physician, and that I would
have learned more and suffered less if someone could have told me explicitly,
repeatedly, and patiently that the dying at hand was not my own, that the
patients whose death I attended was not, in fact, myself, nor was it my wife,
nor my child, nor my parents, nor... my friend. And most important, I needed
to be told and taught that the dying... did not... increase my vulnerabiliry
nor the vulnerability of those for whom I cared most deeply. The confusion
involved in the sympathetic relationship, wherein identities merge and blur-
this is what is intolerable and excruciating and blinding (1976).
With this personal attachment developing between the practitioner and the patient,
it is understandable for an individual to feel emotionally drained. In students however,
the results can be more devastating. With physician trainees during their clinical
rotations, "[they] experienced significant moral distress when they felt obligated to
provide treatments at or near the end of life that they believed to be futile. Some trainees
developed detached and dehum anizingattitudes towards patients as a coping mechanism,
which may contribute to a loss of empathy" (Dzeng, Colaianni, Roland, Levine, Kelly,
Barclay, & Smith,20l5). While the development of detached behaviors is beneficial,
dehumanizing attitudes can alter the way a practitioner views their patients and inevitably
change how a patient views the doctor. Without proper guidance as discussed above from
medical faculty or advisers, this can lead to continual "uffesolved emotional responses
to the universal human vulnerability to illness, disability, decay, and ultimately death that
they must confront in the process of rendering patient care" (Shapiro, 2008).
While empathy could decrease due to emotional turmoil and lack of resolve,
another possibitity for less empathetic behavior is over-confidence and narcissism.
On the complete opposite spectrum of compassionate hypersensitivity, narcissists are
sensitive but only about situations that make them feel uncomfortable: such as having
individuals doubt a narcissist's abilities, or when a narcissist feels they have been
disrespected in a verbal or nonverbal manner. When looking at the types of personalities
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that enter medical school, there is a wide spectrum of students: ranging from overly
sensitive and compassionate individuals to those who pursue medicine solely for the
social prestige and monetary gain. In fact, there is some psychological research suggests
that "individuals with significantly impaired self-esteem might be drawn to healthcare as
a way of compensating for the love and attention that they never received when they were
children. All of us [need] love, emotional warmth, and respect, but [some] experience
this need excessively." Thus certain physicians cope with uncontrollable situations
such as a "noncompliant" or "impossible to please patient" with can lead to terrible
consequences such as "suboptimal outcomes, challenging patients, and... occrurence of
medical errors" (Banja, 2006). Moreover, with the amount of success and achievements
attained in science within the last 50 years, "modernist assumptions about the capacity
to protect, control, and restore [an individuals'health] run deep in institutional cultures
of mainstream biomedicine and can create barriers to empathetic relationships." This is
barrier is present because when medical schools teach students how to identify diseases
and treatment, students are taught to think in a "logico-scientific" manner, instead of an
empathetic manner. This type of training pre-dominates the amourt of time spent on
empathy and interpersonal skills training in most medical school curriculums (Shapiro,
2008). Sadly, narcissistic characteristics are harder to change in individuals, but perhaps
with proper discussions between faculty and advisers, medical students can learn to
overcome their excessive needs and emotional anxieties.
Student distress and helplessness work hand in hand with feelings of stress. While
it is uncertain as to whether emotional distress and helplessness cause stress or vice
versa, burn-out and distress together is the most widely accepted hypothesis as to why
medical school students decrease in empathy. Stress as noted before, has the capacity
to lead to physical and mental health degradation, which would not be beneficial for
a practitioner. In addition, while medical students suffer high levels of stress during
clinical rotations (Neumann, Edelhauser, Tauschel, Fischer, Wirtz, Woopen, Haramati,
& Scheffer,2011), there are students who continue to experience burn-out, addictions,
and mental instability after rotations and into residency (Kumar,2007; McCue, 1985;
Ramirez, Graham, Richards, Cull, Gregory Leaning, Snashall, &Timothy, 1995; Snibbe,
Radcliffe, Weisberger, Richards, & Kelly, 1989; Vaillant, Sobowale, & McArthur,1972)
while some start feeling stress and anxiety as early as the preclinical years due to their
personality being highly neurotic, introverted, and low levels of conscientiousness
(McManus, Keeling, & Paice, 2004). Another study indicated that both medical and
dental students had lower levels of mitogen-stimulated peripheral blood leukocytes
(PBLs), phyohemmagglutinin (PHA/Con A), CD3+ and CD4+ T:lymphocytes when
experiencing acute stresses like medical examinations. Furthermore, students who were
more stressed and did not have any intervention were less likely to maintain theirbaseline
levels of IL-18 during the time of examinations. PBLs and T:lymphocytes are important
in maintaining the immune system and prevent cell proliferation/growth whereas IL-
lBs are necessary for wound healing (Kiecolt-Glaser, Marucha, Atkinson, & Glaser,
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2001). The environment stresses of work along with the perceived stress of helplessness,
students desire to "give up" throughout medical school, whether it is on preclinical
classes, clinical rotations, or the constant work from residency. These moments increase
the chances of feeling "hopeless, dagry, resigned, or even ashamed." Helplessness is
an occupational hazard that is strongly linked to burn-out (Back, Ruhton, Kaszniak, &
Halifax, 2015; McGovern Center, n.d.). Lack of sleep is another factor that can lead to
stress. The difficulties a physician faces mentally is balancing the "difficult nature of
their job" while keeping their own emotions detached enough to prevent helplessness
from occurring without losing the patient's right to a good doctor (Hojat et a1., 2009). For
students though, the battle seems futile as most feel forced to become less empathetic
with the job (McGovern Center, n.d.).
Another plausible reason to why students experience a decrease in empathy, and
have difficulty increasing it back to initial levels, could be because of biological effects.
Physicians not only react to patient's emotions on a psychological level, but also on a
biological one as "we [people] all unintentionally mirror the emotions of other people."
Yet this mirroring of emotions does not directly affect a healthcare provider's actions.
Instead it takes another step within the mind of the healthcare providers, their emotions
start to become affected by past experiences and knowledge.
But these mirrored emotions are then filtered through our own perspectives
and prior experiences... The physician's engagement with the clinical
situation is decreasing, whereas the nurse's engagement is increasing...
to draw other [healthcare specialists] into the problem-solving process...
[However] neither clinician enters the patient's world more deeply, in a way
that enables them to connect with the person who is suffering (Back et al,
201s).
When witnessing another person's experience with pain, the observer's reactions
can range from "concem for personal safety" to "concern for the other person" (Decety,
Yang, & Cheng, 2010; Goubert, Craig, & Buysse, 2009). The somatic sensorimotor
areas of pain processing both activate no matter what reaction an individual pursues.
One study analyzed the event-related potentials (ERPs) of the brain to compare the time
it takes for pain to be processed in the brain between physicians and a control group
(the general population). Control participants experienced ERP differentiation when
watching body parts pricked by a needle in comparison with body parts being touched by
a Q-tip. Physicians however did not show ERP differentiation, and perceived the pain to
be less harmful than the control group.The results indicate that physicians have learned
to down-regulate the part of brain that is sensitive to other's pain for they process the
pain in equal lengths of time, whether the body part was exposed to a needle or a Q-tip.
This processing seems to also affect the way physicians view pain of others (Decety et
al., 2010). In the end, these results seem to indicate that physicians not only demonstrate
a decrease in empathy, but also display "borderline-apathy" which could lead to a change
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in the practitioner-patient relationship.
With this seen decrease in empathy, current solutions are geared towards preparing
and helping future doctors avoid burn-out and emotional distress. The problem with this is
that most of the role-models medical students have are current physicians and healthcare
providers. Research has shown that physicians even if they do not necessarily experience
the burn-out during their medical school training years, it is after they leave school and
begin practicing are they more likely to experience downfalls in their own personal
lives: addictions, poor marriages, and job dissatisfaction (Kumar, 2007; McCue, 1985;
Ramirez et a1., 1995; Shapiro, 2008; Snibbe et al., 1989; Vaillant et al., 1972). Thus when
students practice and train under the watch of other physicians who are experiencing
burn-out, students begin to pick up certain tendencies that eventually become integrated
into their methods when they become licensed to practice. Medical students undergoing
clinical rotations experiencing the real tasks that a physician must do and are unable to
cope with the environmental and psychological stress, sadly lead to this common trend
of decreasing empathy and eventual increase in apathy.
Part IV - Future Doctors: The Dffirence in Practice and Perceived Quality of Life
Overall, research has demonstrated how empathy plays a role in the practitioner-
patient relationship, and how it has the capacity to improve patient health. Furthermore,
research has pointed toward a stable decline in empathy from the second to third year
of medical school (whether M.D. or D.O.) and the effects it has on the student. The
question then becomes, what are the effects of empathy on the physician and their future?
Seeing as there is not a strong trend in decrease in empathy with D.O. students versus
M.D. students could suggest that the difference in philosophy and curriculum between
the two schools of thought have the capabitity of affecting the manner and behaviors
of a physician. A study done back in 2003 showed that after audio-recording different
physicians from both schools of thought, "osteopathic physicians seem to have a
communication style with patients that is more personal and somewhat more holistic
in that issues relating to family, social activities, and patient emotions seem to be more
commonly incorporated into visits" (Carey, Motyka, Garrett & Keller, 2003). With this,
it seems as though osteopathic doctors have stronger interpersonal skills and the vital
nonverbal behaviors to increase patient satisfaction than M.D. doctors allowing them
to be better equipped for professional medical situations (Brugel, Postma-Bilsenova, &
Tates, 2015; Gimpel, Boulet, & Errichetti, 2003). In many other studies, they confirm that
the level of empathy in physicians has also been shown to have an impact on specialty
choice, quality of care, and quality of life (Klein, 2014).
A common trend seen in medical specialists is that those who are more empathetic
have a tendency of pursuing "people-oriented" specialties than those who are less
empathetic, normally pursuing more "technologically-oriented" specialties. Psychiatrists
obtained the highest empathy scores on the JSE-HP while anesthesiologists, orthopedists,
neurosurgeons, and radiologists received the lowest. There were no significant differences
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in empathy between nurses and physicians, though there were some items on the empathy
scale that significantly differed due to the nature of both professions (Hojat, Gonnella,
Nasca, Mangione, Veloski, & Magee, 2002b; Zachariae et a1., 2003).In addition, those
physicians who are more empathetic tend to spend more time with their patients. Despite
this information, time spent does not always indicate that a physician is more empathetic
than another. In fact, while many researchers assert the idea of spending more time with
patients as a solution to improving practitioner-patient relationships (Lin, Albertson,
Schilling, Cyran, Anderson, Ware &Anderson,200l; Mercer et al., 2002), this is not
always practical (Dugdale, Epstein, & Pantilat,1999; Williams, Weinman, & Dale, 1998)
and may only be beneficial for only certain specialties that allow for more time spent. A
more reasonable solution then seems to be learning how to utilize the amorurt oftime spent
per patient with interpersonal skills and nonverbal behavior to increase the satisfaction
patients have with their doctor visits. Besides time spent, another common trend seen
in physicians battling with low levels of empathy suffer tend to psychologically isolate
role-models such as other physicians as o'positive identities" while patients are labeled
as "negative identities" (Shapiro, 2008). Positive identities typically are those who are
viewed as perfect, pure, and healthy whereas negative identities are those who are defiled,
sick, and bad (Erikson, 1959; Gilman, 1985). This dissociation in the mind eventually
leads to different behaviors and attitudes toward the different class of identities. This
concept is the basis to much of racist behaviors and the idea of a pure or impure race.
Another psychological trend that occurs in physicians is the idea of scapegoating.
Scapegoating often manifests towards certain ill persons who are 'blamed'
for their illnesses. In the early days of the AIDS epidemic, this phenomenon
was demonstrated not only in the discourse of the general public, but also
among many physicians and nurses. Today it is tacitly accepted in some
medical education contexts that residents can mock obese patients, or blame
certain categories of drug-abusing, alcohol-addicted, or homeless patients
for their medical problems... The ill person operates as the stigmatized,
scape-goated other whose social role is so symbolically free the privileged,
idealized figure of the health self from the vagaries and vulnerabilities of
embodiment (Shapiro, 2008).
As "inhumane" the ffeatment seems to these individuals, the physician behavior is
not new (Aull & Lewis, 2004; Epstein, 1995; Goffman, 1963; Radecki, Shapiro, Thrupp,
Gandhi, Sangha, & Miller, 1999; Wear, Aultman, Varley, & Zarcon|2006). This type of
condescending treatment greatly reflects the physicians handling mental illnesses in the
Middle Ages. Modern medicine is still having issues addressing these problems. With
new generations learning more about interpersonal skills than the generations prior, there
is still a prevalent amount of practicing physicians who promote a scientific altruism,
the idea of viewing a patient "as an object of interest, rather than a sympathetic subject"
(Shapiro, 2008). More likely than not, these strong beliefs stem from their years of
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learning as a student in medical school as a result of their mentors and medical role-
models. Stubbornness is not a human trait that can be easily changed.
A study in 2006 suggested that students in their residency who had high levels of
distress and low levels of empathy were more likely to perceive themselves as making
medical elror than those less stressed and more empathetic (West, Huschka, Novotny,
Sloan, Kolars, Habermann, & Shanafelt, 2006). However, when it comes to acfual
misdiagnosis, the most common mistake is for a physician is to be overconfldent. This
appears contradictory to a majority of the previous discussions because many physicians
experience burn-out which seems more like a decline in confidence than an increase in
it. In reality, this overconfidence stems from being correct in diagnosis a majority of the
time, and not spending the time to look back and correct oneself later for the mistake.
Much as how years of teaching a certain belief, can create long lasting effects into the
next generations, there is a sense of stubbornness that exists in physicians when it comes
to diagnosing. In their minds, they have spent years training for a specialty that they are
now licensed to practice for. With that, they should hardly ever be wrong because of all
the knowledge they know from medical school.
Diagnostic errors are encountered in every specialty, and are generally
lowest for the two perceptual specialties, radiology and pathology, which
rely heavily on visual interpretation.... The error rates in clinical radiology
and anatomic pathology... range from 2o/oto 504, although much higher rates
have been reported in certain circumstances. The typically low error rates in
these specialties should not be expected in those practices and institutions
that allow x-rays to be read by frontline clinicians who are not trained
radiologists. For example... emergency department physicians because of a
staffradiologist was unavailable, up to l6Yo of plain films and31Yo of cranial
computed tomography (CT) scans were misread.
Error rates in less perceptual specialties with trained physicians like internal
medicine physicians and emergency department physicians are much higher ranging from
6Yo and l2o/o respectively. For the most part, when physicians are uncertain, they take the
extra time to solve problem, but it is when they "are certain" do chances for misdiagnosis
increase (Berner & Graber, 2008). In another study, results indicated that "shorter visits,
especially those less than 15 minutes, were a risk factor for inappropriate prescribing and
management of gastrointestinal side effects" (Dugdale et al., 1999). While an incorrect
diagnosis could potentially lead to malpractice lawsuits, many physicians would not risk
mentioning the chance of error to not ruin the relationship that current exists between
themselves and the patient, as it is usually easier to blame medical or equipment error
than to blame oneself about a mistake.
As discussed earlier, misdiagnosis and dehumanizing attitudes can potentially be a
result from decreasing empathy levels in medical students. This leads to doctors who are
poor listeners, dominating in conversations while using too much medical jargon, staying
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focused only on the factual (e.g. the nature of the diagnosis, the intervention, the follow-
up), and believing that their role in the relationship "as primarily one of giving the patient
optimism and confidence in the outcome predetermined by the physician" (Banj a,2006).
Detachment and narcissism become several coping mechanisms for physician anxiety.
However, Hippocrates observed that "the patient, though conscious that his condition is
perilous, may recover his health simply through his contentment with the goodness of
the physician" (Novack, Epstein, & Paulsen, 1999). The "goodness of the physician" can
come to mean many things, but ultimately, it is how the patient views the practitioner:
does the patient view the doctor as a good doctor?
Professionalism then "is a critical quality for physicians to possess. Physician
professionalism has received increased attention in recent years, with many authorities
suggesting that professionalism is in decline" (West & Shanafelt, 2007). While not
discussed in great detail during medical school when students are obtaining their degree
in medicine, professionalism is expected from medical school graduates during residency
training in order to receive their license to practice from an accreditation board. For many
years though, professionalism for medical physicians had not been well-defined. In fact,
it was not until 1995 did the American Board of Internal Medicine publish its Project
Professionalism, "aneffortto defineprofessionalism,raise awareness ofits importance, and
develop strategies for fostering and evaluatingphysician professionalism." Eventually, the
AAMC and other accreditation programs began to follow (West et. al., 2007). Humanism
and empathy are in fact both integral parts of a physician's professionalism according
to the AAMC and the Accreditation Council for Graduate Medical Education; yet these
qualities, as discussed, are seen to decrease rather than "develop" during sfudents'time
in medical school and residency (Bellini, Baime, & Shea, 2002; Collier, McCue, Markus,
& Smith, 2002; Hojat, Gonnella, Nasca, Rattner, Erdmann, Gonnella, & Magee, 2004).
Professionalism as result becomes affected and inevitably affects a patient's satisfaction
with their care (Hojat et al., 2011a; Katic, Budak, Ivankovic, Mastilica,Lazic, Babic-
Baaszak, & Matkovic,200l; Kim et al., 2004). This decrease in professionalism has
caught the public's attention as it is part of the public's expectations that physicians and
healthcare providers be the most empathetic and humanistic people due to the nature of
their job.
Many aspects of medical education seem to work against the goal of creating
physician-healers. Medical education has even been characterized as a
'neglectful and abusive family system,' promoting cynicism, callousness,
and self-doubt... like soldiers on a battle field, students must often deal with
their emotions alone, or in chance discussions with colleagues and friends.
Many learn to protect themselves and survive, but at the cost of distancing
themselves emotional from patients and peers, and consequently from the
greatest satisfactions of clinical care. An unacceptable number of medical
students and practicing physicians experience burnout, addictions, and
emotional impairment (Novack et al., 1999).
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Physicians essentially become victims who seek out different ways to cope with
the impounding stresses of their career. Many young physicians went into medicine for
personal endeavors. From my own personal experience, many of my colleagues desired
to be physicians because of how they admired their own personal practitioner or family
member. Some dreamed of changing the world. However, when these individuals are
faced with the challenges of medical school and their own role-models in medical school
are not necessarily performing at their most optimal professionally (Shapiro, 2008), there
is a disconnect that happens in the brain for reality does not meet idealized expectations.
Psychologically, a method of coping for students could then possibly be to turn away
from the patient's emotions, and idealizetherole-models they come to see as physicians
who they view as invulnerable to emotional turmoil. Sadly, this idealizationonly seems
to lead to further dissatisfaction and troubles later in life.
Psychotherapy has long been utilized by physicians as a way to cope with the
stress oftheirjob and their own dissatisfaction with their lives (Vaillant et a1., 1972). One
solution for practicing physicians to address their addictions, stress, and anxiety could
be to have more psychologists trained to aid physicians in finding better ways of coping,
and maybe increase physicians'empathy levels toward patients. However, consultations
can only do so much when physicians'chronic stress continues throughout their career.
In one study, many doctors at the age of 30 are unhappy in their jobs (McManus et al.,
2004). Much of this could be attributed to chronic stress or allostatic stress. Allostatic
stress usually is a compilation of small troubles and annoyances whether they are work-
related, family-related, social-related, etc. that never seem to end. However, compared
to most people, physicians experience "ch-ronic exposure to work-related stressors"
and eventually leading to burn-out, particularly psychiatrists who show high tevels of
empathy compared to other specialties (Kumar, 2007). Another study suggested that
perceived quality of life (PQOL) was lower in physicians due to constant build-up of
allostatic stress, though it was seen that allopathic doctors had a lower PQOL compared
to osteopathic doctors.
While PQOL was not shown to moderate the relationship between empathy
and motivation among medical students, it was found to be a significant
predictor of motivation by itself, which indicates that it is an important
variable to consider when examining medical students and their career
choices. Medical students might benefit from courseling throughout medical
school to discuss their current lifestyle obstacles, future quality-of-life goals,
and how those variables are impacting the development of their career
choices. Mental-health professionals could help medical students objectively
examine their thoughts and feelings about the future, and help problem solve
perceived barriers that students may face (Klein, 2015).
PQOL has seen to hurt future doctors as students who perceive themselves with
a lower quality of life have a tendency to drift towards specialties that involve more
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financial reward (the technology- oriented specialties) rather than specialties that
involve more personal relationships (the people-oriented specialties). While hiring more
psychologists, therapists, or mental-health professionals can be one way of helping
students prepare themselves for their career path, there is still this gap of help available
to practicing physicians.
PART V- Proposal of Solutionfor Practicing Physicians
While we see that empathetic physicians are ideal for benefiting healthcare
practices and services, the ongoing work-related stress can be difficult to manage alone.
Psychiatrists and psychologists are utilized to help physicians yet they are a limited
resourced compared to the number ofphysicians in the field (approximately 1 psychiatrist
for every 24+ physicians excluding psychiatry according to data of medical specialties
in 2014) (Figure 3). This pattern is consistent throughout the years as students decide
on their specialties, with approximately half selecting "technology-oriented" specialties
and the other half selecting "people-oriented" specialties, particularly internal medicine.
Internal medicine however is the forefront of practicing physicians for they are the
first people that the general public usually has to encounter in order to receive medical
services. With the problem of burn-out and other issues, one solution to combat this
problem is utilizing physicians from both schools of thought within the same specialty.
I propose that by balancing the number of D.O.s and M.D.s in healthcare, they
together can diagnose and treat patients. It is evident that current students from D.O.
schools tend to have higher levels of empathy following medical school and residency
compared to their M.D. counterparts. By integrating M.D.s and D.O.s together into the
same setting, helping the same patient, they can help each other with the different work-
related stresses that both are familiar with. While psychiatrists are useful in helping with
combating stress, it can only go so far. By having two physicians from the specialties
but different philosophies, they can help each other grow and develop even after their
time in medical school training. This combination has the potential of increasing patient
satisfaction and has the capacity to alleviate stresses of misdiagnosis, balance patient
empathy and detachment for proper diagnosis, and provide companionship from peers in
similar professions.
Teaching philosophies play a role in the type of doctors being produced, and
as D.O.s are taught more to focus on the holistic perspective of medicine than their
counterparts, together they can perhaps improve diagnosis as two sets of eyes and minds
are usually better than one. Many careers that involve service to others involve the eyes
of many on the same case; for example, juries, the Supreme Court, the senate, and the
graduate medical education board are all groups that provide service to others but utilize
more than one individual to make a decision. The ongoing expectation that physicians
know all the answers is clearly not healthy, to either the patient or the physician. By
working together, they can help patients, who expect (and deserve) a holistic approach to
health-care, but they can also help each other in the professions they face.
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Limitations and Future Directions
As Bernard Lown once said, "[t] can take a lifetime to acquire a reasonable
complement of empathetic skills, perhaps because their mastery in large part requires a
mastery ofourselves-tspecially the ways we psychologically defend against our anxieties
and fears" (Banja, 2006). As easy as it is to state possible solutions, implementation
is the next challenge in bettering, not only the way patients are treated, but also the
physicians in their own psychological warfare. Several challenges and limitations are
expected with my proposal for integrating M.D.s and D.O.s together in the same setting
during the diagnosing and treatment process. The first limitation with my proposal is
that there are no studies in the current literature about the effectiveness of integrating
these two schools of thought into the same clinical setting, seeing the same exact patient.
As much detail as I can provide for about the effectiveness of empathy and how having
two sets of eyes can potentially be beneflcial in making medical decisions, both schools
of thought will produce a variety of good and bad doctors. Even with the differences
in MCAI scores and GPAs for M.D. and D.O. matriculating student, the comparison
becomes irrelevant for those entering both schools will be recognized as medical doctors
who are able to practice medicine, in the long-run. Studies will first need to be done to
determine if this solution is even a viable one outside of theoretical, controlled situations.
This unforfunately will cost time, money, and resources to study. In addition, while the
JSE is an accepted resource for measuring empathy levels of physicians, a standardized
scale is needed for patient's perceived levels of empathy toward their physicians to easily
compare physicians'efforts and behaviors with their patients'relations and attitudes.
While test subjects could be obtained through the use of pre-testing, notices, or
other means of communication, it is difficult to conduct research on patients as they
are defined as a clinical population. A clinical population is a type of research subject
group that involves more restrictions being set in order to develop a method for study.
For example, researchers tend to shy away from using participants who are ill for the
researchers do not want to create false hope into their subjects with their experiment,
which can lead to the placebo effect in drug testing or feelings of depression from the
patient when they realize they have not improved. Finding participants then becomes a
challenge, for researchers strive to use people who are not too sensitive to testing to keep
the results from being skewed, but that againtakes time and money. The difficulty then
becomes finding the funding and resources to start the project with a sensitive group of
subjects.
Another limitation in the potential study would be finding willing physicians to
take part in the study. Physicians are known to make a high paying salary and with the
integration of two doctors in the same clinical setting, this will automatically make a cut
in a doctor's paycheck. In order to keep parties happy prices can be raised by medical
bills are high as is so it is unlikely for medical expenses to increase. Furthernore, while
having two physicians with different educational backgrounds can lead to growth this
situation could also lead to detriment. TWo physicians who strongly believe that they are
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right and the other is wrong have the potential of creating conflict with each other. This
conflict could turn into lower levels empathy, a decrease in professionalism, and effect
the practitioner-patient relationship negatively overall. With this, it may be beneficial to
start with medical students, and enhance their awareness of the potential effectiveness of
utilizing both M.D. and D.O. doctors in the same setting. However, this long standing
bias of D.O. doctors being less intelligent because of their educational background, and
preference for family and (primary) internal medicine which are typically less financially
rewarding, can ultimately create problems in the integration of both in the same medical
setting due to their own personal beliefs.
Moreover, it is clear that a majority of interested medical students are not as aware
of osteopathic schools as they are allopathic schools (Refer to Figure 1). The public may
not be aware of the distinction either Fortunately, more D.O. physicians are starting to
appear on the radar as healthcare professions. While there has been a decrease in primary
care in the past several years, "the number of DOs in these areas increased 66.60/o, from
2ll9 [students] to 3530... The number of DOs increased by 2 or more times in obstetrics/
gynecology, pediatrics, and pediatric subspecialties but by less than 50% in both family
medicine and internal medicine/pediatrics" (Brotherton, 2005). In the state of Texas, it
is seen that approximately 600/o of DOs are likely to be in general care physician work
than their MD counterparts (Miller, T., Hooker, R., & Mains, D., 2006). These numbers
are growing, however even if research supports this idea that M.D. and D.O. physicians
should be integrated for the benefit of practitioners and patients, the amount of D.O.
physicians needing to be produced by osteopathic schools is high, and that process of
getting more future students to recognize osteopathic schools is still a challenge in itself.
The current medical education system is geared toward students who are focused
on their academic grades and test scores than personal, emotional growth. In previous
sfudies, Hojat and other researchers were able to flnd that "total empathy scores were
significantly associated with clinical competence ratings in medical school, but not with
licensing examination scores" (2002a). This demonstrates that empathy plays a role
in not only a success in the practitioner-patient relationship, but also contributes in a
student's success in clinical rotations. However, due to the fact there is not a significant
correlation between empathy and examination scores, medical schools will still focus
more on preparing students for the medical exams than emotional drain of clinical
rotations. Education as a whole is trending toward the importance of exam scores in order
to compete with the rest of the world's education systems. While it is the life skills that
will make students successful, educators are tied to obligation of improving test scores
than better students as a person in their future career. Changes in the medical curriculum
then are far more difficult when the current philosophy of education is to prepare students
for the proper examinations rather than the jobs themselves.
A challenge in this proposal and for future studies in this direction is that while
malpractice is an issue, it is also not that bad of an issue.A study in2007 analyzed 1016
medical cases from a variety of physicians to determine whether the treatment plans
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turned out to beneficial, harmful, (or neither) for the patient. 44yo of the intervention
plans reviewed were likely to be beneflcial, with 43% of the beneficial cases requesting
additional research while l%o of the cases recommended no further research. 7Yo of the
1016 cases believed that the physician's treatment plan was harmful rather than beneficial
with 5% ofthose cases recommending further study and only 2o/orecommended no further
research. Unfortunately, a remainder of 49% of the cases reviewed could not be identified
as either harmful or beneficial in treatment plan for the patient.4S% of these unknown
cases requested fuither research and only lo/o of the cases did not (El Dib, Ataliah, &
Andriolo, 2007). The data suggests that most of physician's treatment plans seem to be
beneflcial, but approximately a third of the cases that were considered harmful, were not
thought to be important enough for further research. Unfortunately, with limited time and
resources, it is difficult to study everything, and so it is normally more reasonable to sfudy
on topics that are usually working to flnd more answers. However, this perpetuates the
belief of overconfidence within the physician that is creating problems in their diagnostics
in the first place. Moreover, the act of pushing aside the cases of individuals and families
hurt by harmful treatment plans only further instates the decrease of empathy in patients
that do not fit the status quo of being healthy.
While there are many physicians who are experiencing burn-out, there are as
many doctors who are rather successful. In the same study with McManus, while he
fotmd many physicians unhappy at the age of 30, his sample also reported many doctors
having "high levels of personal accomplishment, choice, and independence in their work
environment" along with "satisfaction with medicine as a career, and intellectual and
emotional satisfaction from their work" (2007). Because of the two types of doctors that
come out ofmedical school, a limitation to altering the system of healthcare is that it does
not seem to be completely failing. There is still a substantial amount ofyoung physicians
who enter the field happy and remain happy. Many of the problems lie with the individual
personalities of each physician as they are just as human and unique as the general public.
The problem then the system needs to be addressing, is not necessarily only how to teach
students better, but also how to provide the appropriate resources needed for future and
current physicians to develop a sense of self-awareness in themselves at a young age to
combat the psychological effects of being a good doctor.
Conclusion and Importance
To reiterate, there is clear evidence supporting the idea that an exchange is useful
in creating a better healthcare service to the public. My proposal and research is not to
say that one school of thought is better than the other. In fact, both schools have their
flaws. However, utilizing their strong points can have the benefit of helping physicians
and patients in the long run. Allopathic schools focus too much on medical examination
and produce doctors who have a tendency to decrease in empathy; yet they are strong in
their academics and are breaking many medical barriers while pushing the boundaries
of research. Osteopathic schools focus their education heavily on preparing students for
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primary care specialties rather than research or other technological specialties; yet they
are strong in their empathy and develop better, effective patient-relationships. Together,
harnessing their strengths could they create the most effective healthcare service, even
with all the challenges and limitations the concept may face.
Albeit, the major take home point is that empathy in the field is a vital factor
in improving patient satisfaction and recovery time in a wide variety of healthcare
problems. "Humanistic qualities, integrity, and strong work ethic are elements of
the selection criteria for acceptance into medical school, and one would expect that
students being their medical training with great capacity for professionalism" (West
et al., 2007). On the contrary due to environmental stress and mental distress, these
students are taught to decline in vital aspects of professionalism in order to cope and
pass the proper examinations and training. What essentially is missing is the lack of
growth that education is to provide to students no matter what academic discipline. As
faculty advisers and medical physicians, to keep the empathy in the youth, it is up to
the current generation of doctors to be positive role-models, and educate the youth that
integration and understanding of one another is just as important as understanding the
patient. Perhaps one day, a method for helping these physicians will be available to better
healthcare overall.
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Figure I
This is graph is based off of the information provided by the AAMC's Table 40:
Residency Applicants by Specialty and Medical School Type, 2014. See Table 4 for more
info.
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This is graph is calculated from the information provided by the AAMC's Table
40: Residency Applicants by Specialty and Medical School Type, 2014' See Table 4 for
more info.
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Figure 3
This is graph is from the information provided by the AAMC's Table 22: MCN1
scores and GPAs for applicants to U.S. medical schools by sex, 2005-2014 and
AACOM's 2011-2014 Matriculant profile report [Data flle and PDF] (2014). Retrieved
March l, 2014 from http://www.aacom.org/reports-programs-initiatives/aacom-reports/
matriculants. See Table 1-3 for more info.
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https://www.aamc.org ldata/facts/applicantmatriculant/. Cropped for print.
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Table 2: GPAfor Matriculating D.o. students 2012-2015
Note. From Z0ll-2014 Matriculant profile report [Data file and PDF] (2014).
Retrieved March l, z}l4 from http://www.aacom.org/reports-programs-initiatives/
aacom -reports/matricul ants. Cropped for print'
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Table 3: MCAT Scoresfor Matriculating D.o, Students
Note. From Z0ll-2014 Matriculant proflle report [Data file and PDF] (2014).
Retrieved March 1, Z0l4 from http://www.aacom.org/reports-programs-initiatives/
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Table 4: 2014 Residency Specialty Based on Medical Education
Note. From Table 40: Residency applicants by specialty and medical school type,
2014 [Date file and PDF]. (2014). Retrieved March 1,2014, from https://www.aamc.org/
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